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MENINGOCOCCAL DISEASE

Most physicians are aware of the necessity
for prompt recognition and aggressive treatment
of meningococcal disease, but there is confusion
about management of asymptomatic case contacts.
A case of meningococcal menigitis in @ community
often causes fear which borders on panic, and
people having little or no contact with the patient
often expect prophylactic medication.

For the purpose of updating recommendations
of the Division of Health regarding the manage-
ment of meningococcal disease, a meeting of o
group of medical consultents was held in New
Orleans on February 27, 1975. The following is
a list of recommendations and pertinent facts
evelving from this meeting:

1. Household contacts (especially child-
ren under 5 years of age), romantic
contacts, and persons who have given
mouth to mouth resuscitation to cases
of meningococcal disease should be
placed under close clinical sur-
veillance (twice daily temperature
reading and observation of other
signs or symptems consistent with
the disease for 5 days). If any
objective signs such as fever, head-
ache, sore throat, exanthem, otitis,
or stiff neck are observed the patient
should be hospitalized immediately.

2. There is no evidence that school
room, school bus, office, hospital,
or other casual type contact with a
case places a person at any higher
risk of developing the disease thon
other persons in the general popu-
lation.
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When o case of meningococcal
disease occurs in a school, it is
unnecessary for school officials to
send notices home tc the parents of
asymptomatic children nor to suggest
that they coensult their private doctors
for prophylaxis. Such actions are
unwarranted and are often responsible
for creating community panic. School
officials should consult the local
health unit for advice.

When a person dies with meningo-
coccal disease, there is no justi-
fication for requiring a closed casket
funeral or for restricting attendance
at the funeral of the deceased.

There is no satisfactory chemo-
prophylaxis for  meningococcal
disease. Sulfonamides are no longer
recommended because of the emer-
gence of resistant strains (unless
the strainisknown to be sulfonamide
sensitive). Minocylcine and rifampin
have been shown to reduce carrier
rates in adults; however, neither of
these agents have been proven
effective in preventing meningococcal
disease when used as chemopro-
phylaxis  in
There have been recent reports
of widespread vestibular reaction
following administration of mino-
cycline, and there is evidence of the
emergence of rifampin resistant
strains of meningococci. Penicillin
for chemoprophylaxis is effective
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only when administered in therapeutic
doses.  Meningococcal menigitis
has been observed to develop in

patients receiving penicillin
“prophylaxis.”” Ampicillin, erythro-
mycin, oxytetracycline, chloram-

phenical, cephalexin, doxycycline,
ethoxzolamide, nalidixic  acid,
coumermycin, and immune serum
globulin have been demonstrated to
be of little or no value in eliminating
meningococci  from asymptomatic
subjects.

When a case of meningococcal
disease is diagnosed, the patient
should be ftreated immediately in
a local hospital rather than being
sent to a medical facility some
distance removed, especially if he
is being transferred because of his
contagiousness. |f it becomes neces-
sary to transfer a diagnosed or
suspected case,-immediate local
treatment should not be withheld.

Crystalline  penicillin G is the
drug of choice for the treatment
of meningococcal disease. The
recommended dose for children is
400,000 units/kg/day in divided
intravenous doses, or 15 to 20
million units intravenously per day
for adults. For patients isensitive to
penicillin, give chloramphenicol
100 mg./kg/day in divided intra-
venous doses for children or approxi-
mately 4 grams/day for adults.

Rifampin and minocycline should
not be used for treating meningo-

coccal disease.

9. Neisseria meningitidis cultures from
blood, spinal fluid, or skin lesions
should be forwarded to the Division
of Health for serotyping.

10. Nasopharyngeal cultures  from
asymptomatic contacts of cases
are not indicated. Done in this
context, they serve no useful
purpose.
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